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The patient, a youth of 16, was admitted to hospital, as a case of acute appendicitis. He complained of an attack described as ' influenza,' followed by abdominal pain of varying severity and lasting for a week. Two days before admission the pain had been felt in the region of the umbilicus and had become severe.
He had a cough with scanty sputum and the act of coughing caused pain in the lower abdomen. The bowels had been constipated, the appetite poor, and he had vomited twice on the day prior to admission. There was no upset of micturation and no headache. The previous health had been good.
On examination he appeared to be in considerable pain. The tongue was heavily furred, and abdominal examination showed tenderness, most pronounced in the region of the umbilicus and in the right iliac fossa, about mid-way between the umbilicus and the right costal margin. The temperature was 99.6?F, the pulse 72, and the respiration rate 20 per minute. He was kept under observation, and an hour later the pain appeared to be worse. The tenderness in the right iliac fossa had increased and was also present in the right loin. There was no true rigidity but some muscular guarding. Two hours later he was again examined, and the tenderness had further increased. He was now very distressed by pain, and rectal examination caused acute discomfort. His agitation was such that it was difficult to assess the degree of rectal tenderness. The urine contained a trace of albumin, but no red cells or pus cells, and the leucocyte count was 9,000 per cu.mm. Acute retro-caecal appendicitis was considered the most likely diagnosis, and in view of the rapid worsening of the patient's condition, operation was carried out, the appendix being removed under general anaesthesia. It was retrocaecal in site and moderately congested, but the inflammation was less than had been expected. No other intra-abdominal abnormality was discovered.
The early post-operative course was more troublesome than is usual after an uncomplicated appendicectomy. He continued to complain of fairly severe abdominal pain, the cough became worse, with more expectoration, but with no evidence of pulmonary consolidation or collapse. In view of his cough, it was thought advisable to allow him up on the third post-operative day. On the twelfth day after operation, while feeding himself, he complained of weakness of the hands. Examination showed full movements, and normal sensation, but muscular power did appear rather below normal. Two days later, while having a bath, he suddenly felt weak and was unable to rise.
Examination showed weakness of all the limbs, but no muscle tenderness, or sensory loss.
There was no headache, no neck rigidity and Kernig's sign was negative. After being put to bed, he felt better, and muscular power appeared to return. Two days later, however, he again became extremely weak, both arms and legs being affected. There were no cranial nerve palsies, but he did complain of a little dysphagia. The 
